In our case, the peripheral blood smears with Giemsa stain were repeatedly performed and parasitaemia remained low. Immuno-chromatography testing showed no trace of P. falciparum and PCR helped confirm mono-infection by P. vivax. Advances in molecular and serodiagnosis of malaria parasites have increased the sensitivity and specificity, and so the substantial accuracy, of diagnosis of P. vivax.
9,10
Physicians must be aware of the aggressive pathology of severe P. vivax infections and institute prompt and accurate diagnosis in treatment. Furthermore, an increasing incidence of severe malaria cases due to P. vivax are already placing a huge burden on an already strained healthcare system.
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Case report
A 43-year old man, diagnosed to have uncontrolled type 2 diabetes mellitus of two years duration presented with a one-month history of high grade intermittent fever associated with chills and rigors. He also complained of significant weight loss of about 13 kg over a two-month period but gave no history to suggest any underlying urinary or respiratory infection. Examination revealed a body mass index of 17.8 kg/m 2 and the presence of pallor. However, systemic assessment did not suggest any focus of infection. Laboratory tests revealed a microcytic anaemia with hyponatremia and hypoalbuminemia (Hb, 71 g/L; Na, 128 mmol/L; albumin, 2.1 g/dL). Further evaluation by blood culture, bone marrow examination and echocardiogram were non-contributory. A contrast enhanced computed tomography (CT) of the chest and abdomen (Figure 1 ) revealed multiple deep-seated abscesses in the spleen, prostate, right kidney and pancreas. Subsequently the urine culture grew burkholderia pseudomallei. An initial intensive phase of four weeks of parenteral ceftazidime was started, followed by an eradication phase of 20 weeks of oral doxycycline and cotrimoxazole. The diabetes was managed with twice daily premixed insulin injections. Within one month, the general condition improved and appetite was regained. A repeat abdominal CT scan confirmed marked reduction in size of the abscesses; the patient could thus avoid surgical intervention (Figure 1 ).
Discussion
Melioidosis is caused by a gram-negative bipolar, safety pin-shaped bacillus, burkholderia pseudomallei. Risk factors for infection by this bacterium, apart from diabetes, include chronic renal failure, alcohol abuse, thalassaemia, chronic lung or liver disease, malignancy and immunosuppression. 3 The standard management as cited above needs to be initiated as early as possible to prevent the high mortality associated with melioidosis. 
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